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nities dependent on facilities in distant towns and affect the availability of prehospital emergency services as well. In suburban and urban areas, some hospitals are closing their EDs, thus reducing the availability of services and increasing the burden on remaining facilities. Access to emergency services may also be affected by policies of health maintenance organizations.
Lack of health insurance and low provider reimbursement rates in the Medicaid program constrain access to primary care, which increases the demand for ED services in two somewhat conflicting ways. First, children are often sicker when they finally seek care, and second, they are often brought to EDs for routine care. The latter problem may actually be the more difficult to solve (and questions about the troubling prospects for EDs of the future are revisited in Chapter 9). The EMS-C center, in concert with other appropriate federal agencies, should consider whether federal actions through Medicaid, MCH block grants, or other programs can help lower barriers to primary care and thus reduce the inappropriate use of EMS (particularly ED) services for nonurgent problems. These issues must be a serious concern because, as hospitals face increasing burdens from under-and uncompensated care, access to emergency care is threatened as well.
Drawing Attention to Illness-Related Emergencies
Emergencies from serious illness have, overall, received less attention than injury, yet illness is a major reason for young children, especially the very young, to require emergency care and hospitalization. As discussed in Chapter 7, for example, much less progress has been made for illness than injury in developing measures of severity. The EMS-C center should ensure that illness-related emergencies are not overlooked in the system development and research priorities of either federal programs or the provider community. One step might be to ensure that groups engaged in trauma and trauma system research (from funders to researchers) are better connected to groups concerned with those illnesses likely to create emergencies in children (e.g., asthma, seizures, or certain infections). Finally, the EMS-C center should also work to guarantee that due attention is paid to outcomes of care, broadly defined to include functional, emotional, and other outcomes that matter to patients and their families.
Enhancing Education and Training
The value and effectiveness of the current potpourri of education and training programs and curricula in EMS and EMS-C remain in question. This committee has emphasized the role of the states in educational matters, but in its judgment the federal government has a role to play as well. Inies in DHHS include those of the National Center on Child Abuse and Neglect (NCCAN) and the Office of Disease Prevention and Health Promotion (ODPHP), which are discussed below as possible models for the proposed EMS-C agency.-C advisory body with a role for experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
